The salient features of Lemierre's syndrome are septicaemia preceded by oropharyngeal infection, lateral neck tenderness or swelling due to internal jugular thrombophlebitis and metastatic abscesses, especially to lungs but also to liver and kidneys.
CASE HISTORY
A girl aged 15 was admitted as an emergency after experiencing pleuritic pains for four days. Twelve days earlier she had had a sore throat; otherwise she had been in good health. On examination she was clearly ill, with temperature 38.68C, pulse 130/min and respiration 34/ min. Pleural rubs were audible bilaterally; her abdomen was held rigidly but there was no overt peritonism. Arterial blood showed a partly compensated respiratory alkalosis, with pO 2 9 kPa (patient breathing air). There was a moderate leukocytosis (white cell count 13.4610/L) with evidence of slight dehydration (urea 10.3 mmol/L, creatinine normal). Liver function tests subsequently showed modest increases in transaminases and bilirubin. On chest radiography there was a left-sided pleural collection with an opacity in the right upper zone; a computed tomographic scan of the abdomen revealed nothing of note.
The working diagnosis was septicaemia originating from the chest, and she was started on intravenous co-amoxiclav and¯ucloxacillin, with a single dose of intravenous gentamicin (160 mg). Nevertheless her clinical and respiratory state continued to worsen rapidly. On repeat chest radiography at 24 hours the left pleural collection had greatly increased and there was now a collection on the right; the opacity in the right upper zone had cavitated ( Figure 1 ). The left-sided pleural collection was drained and the aspirate contained numerous Gram-negative rods. At 48 hours her condition was so poor as to demand admission to the intensive care unit, where she was ventilated and received inotropic support; a¯ow-guided balloon catheter was inserted. The diagnosis was ®nally achieved 56 hours after admission, when Fusobacterium necrophorum was isolated from a blood culture. This, with the original feature of sore throat, pointed to Lemierre's syndrome.
After bacterial sensitivities became known, she was switched to intravenous¯ucloxacillin (1 g four times daily) and metronidazole (500 mg three times daily). Her clinical condition continued to¯uctuate. Four days after arrival, suppurative arthritis developed in the left hip. She was weaned from inotropic agents and extubated by the ®fth day but the chest drain continued to discharge. Intrapleural ®brinolysis was attempted with streptokinase but there was no improvement; ultimately she required thoracoscopic drainage of a multiloculated empyema, a large-bore tube being left in situ until the exudate ceased. She was deemed ®t for discharge eleven weeks after admission. On clinic review six months later, no important sequelae were evident. COMMENT Andre Â Lemierre described the syndrome caused by Fusobacterium infections (necrobacillosis) in 1936 1 . In the years after his description there were many reports of the syndrome, with mortality exceeding 90%. A subsequent decline in reported cases was probably due partly to the advent of antibiotics and their widespread use for sore throat. Only 36 reported cases were identi®ed between 1974 and 1987 2 . Recent years have seen something of a resurgence 3±6 , but we cannot say whether this re¯ects a true increase in disease incidence. In nearly all cases there is pleuropulmonary involvement. Single or multiple nodular in®ltrates with pleural effusions precede cavitating abscesses and account for the presentation with high fever, chest pain and dyspnoea. Other organ involvement is variable and can lead to diagnostic confusion 7 . Most commonly affected are large joints, with suppurative arthritis and osteomyelitis. Abdominal pain on presentation is rare 8 . Clinical or subclinical icterus is probably due not to hepatic abscesses but to the cholestatic effect of the lipopolysaccharide endotoxin released by Fusobacterium 9 . Suppurative peritonitis, along with renal and splenic involvement, has been described 7, 8 .
The key to diagnosis of Lemierre's syndrome is correct interpretation of a previous sore throat in a suggestive clinical setting. Once the suspicion arises, serial chest radiography is mandatory to follow progression of the pulmonary lesions. Antibiotic therapy should clearly include anti-anaerobic cover. Most fusobacteria are penicillin-sensitive; clindamycin, cefoxitin and chloramphenicol have also been used. Lengthy treatment, for up to six weeks, is advocated. In addition, localized abscess cavities should be drained, and chest drainage is commonly indicated. There is no documented role for topical anti®brinolytic treatment, which we attempted, or for systemic anticoagulation 10, 11 .
Fulminant septicaemia following a sore throat in a young person should prompt antimicrobial chemotherapy for Fusobacterium while investigations are pursued. Under these circumstances a case fatality rate of less than 8% 12 can be achieved.
